It is concluded that age as such is not a limiting factor for pancreatic resection. Resection can be performed with acceptable mortality and survival rates even in patients over 70 years of age if enough attention is paid to careful patient selection and proper preparation. The long-term prognosis is nevertheless related to tumour histology. The recent decline in operative mortality is mostly due to the resections being performed by the same group of surgeons. The best biopsy, and also palliation, is radical removal of the suspicious mass, provided that this can be performed with minimal risk.
INTRODUCTION
Several reports have recently suggested a sharp decrease in mortality and morbidity associated with pancreatic resection1-3 and emphasize the advisability of the pyloruspreserving Whipple procedure2'3. Even an age of 70 years or more is not an absolute 4 contra-indication for pancreatic resection We review here our 20 year experience of pancreatic resection for pancreatic and periampullary carcinoma to determine whether similar trends are evident. Tables and 2. The overall operative mortality rate for pancreatic resection during the earlier years, 1968-1976, was 36%. After that date the operative technique was standardized and the operation was performed regularly by the same surgeons5. This retrospective survey also suggests that age as such is not a limiting factor for pancreatic resection, so that all the patients with a resectable tumour who were fit for operation were subjected prospectively to pancreatic resection regardless of age from 1982 onwards. The preferred operation was the standard Whipple procedure. Total pancreatectomy was required only in 10% ofthese cases, for reasons ofradicality. From 1986 onwards, all patients with carcinoma of the head of the pancreas and the periampullary region were subjected prospectively to the pylorus-preserving Whipple procedure if the initial dissection demonstrated no positive nodes or invasion into the portal vein or superior mesenteric vessels. A P-value of < 0.05 was chosen as the level of confidence.
PATIENTS AND METHODS

RESULTS
The overall mortality associated with pancreatic resection was 7% and the morbidity rate 37%. Hospital mortality decreased from 33% during the first 5-year period to 0% in [1983] [1984] [1985] [1986] [1987] , but the morbidity rate remained unchanged (Figure 2 ). The trends were similar in patients > 70 and < 70 years of age ( Figure 3 ). All the postoperative deaths followed the Whipple procedure, giving a hospital mortality of 9% for this operation. The complication rates for the Whipple procedure, total and distal pancreatectomy, and local excision were 42%, 33%, 10% and 0%, respectively. The postoperative complications are analysed in Table 3 . Anastomotic leakage occurred in 10 patients. There was no mortality related to biliary leakage, but two of the four leaks from a pancreatic anastomosis proved fatal. (Table 4) , showed no hospital mortality in either group. The mean operative blood loss and complication rates were similar in both groups but the pylorus-preserving Whipple procedure reduced the operative time by one hour (p < 0.01). By far the most common complication in both groups was transient gastric outlet obstruction, defined as a need for gastric suction for more than 10 days after the operation. Hospital mortality was 7% in the patients > 70 and < 70 years of age and median survival 11 months. The morbidity rate among the patients aged > 70 years was 38% and that among those aged < 70 years 37%. Their actuarial 5 year survival rates were 19 and 37% (p > 0.2), respectively. The survival curves for pancreatic carcinoma were identical in both groups, but the younger patients fared significantly better (p < 0.025) after resection for periampullary cancer ( Figure 6 ). 
DISCUSSION
